There has been a national exodus of specialists leaving the hospital. 1 The reasons for this are varied, but typically include factors such as declining reimbursement, perceived increased medicolegal risk, subspecialization away from inpatient work, increased expenses such as office overhead, and adverse effects on lifestyle. Neurology has been no different. It is no longer the case that medical staff privileges are seen as core to a practice and are not a necessity for referrals or malpractice insurance. The practice of inpatient medicine in general and neurology in particular has changed. The timelines are shorter, acuity is higher and the demands on the individual physician are greater. As a result, many neurologists have stopped participating in hospital care. 2 Unfortunately, however, there remain patients with acute neurological issues who need a neurologist to care for them.
Neurologists are not alone in their reticence or increasing difficulty in caring for inpatients. Emergency physicians have faced progressive shortages in many specialties, including plastic surgery, ophthalmology, otolaryngology, and neurosurgery. There has been a move toward marked subspecialization and many of the surgical specialists can now perform their procedures at their own facilities without the encumbrance of call which may have both a real financial as well as lifestyle cost. 3 In addition, this subspecialization may make the physician feel uncomfortable or unqualified to take general emergency department call in their general specialty. This trend has resulted in a slowly burgeoning group of hospitalists, including obstetricians, acute care surgeons, gastroenterologists, and, most prominently, internal medicine hospitalists. 4 What Does it Take to do Inpatient Care?
The hospital is, quite simply, a very different place than it was 10 years ago. With the advent of computerized physician order entry (CPOE), one cannot easily ''dabble'' in inpatient care. There are often minimum inpatient volume requirements to place orders using CPOE, with hospitals citing safety concerns due to unfamiliarity with such systems. This is further compounded when one covers at multiple hospitals each of which may have a different CPOE system from a different vendor.
The Joint Commission has mandated that physician competence be more closely monitored both in conjunction with initial credentialing and if concerns are raised (focused professional practice evaluation or FPPE) and on a continual basis through their ongoing professional practice evaluation standards (OPPE). 5 Various core measures are commonly reported, including one's compliance with best practice for deep-vein thrombosis prophylaxis, immunizations, and if at a certified stroke center, a number of other measures. In addition, the Centers for Medicare and Medicaid Services has implemented the publicly reported Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) which adds additional scrutiny to one's care for patients. 6 Lengths of inpatient stay have decreased over time. This trend has resulted in a number of different pressures. One may be expected to see and discharge patients when they are deemed ready to go home, whether that be during morning rounds, in the afternoon, or in the evening. Patients are discharged from the hospital in a more tenuous state, necessitating closer follow up from the outpatient clinician who may have difficulty clearing enough room in a busy clinic to adequately handle this complexity. 7 Furthermore, physicians are now expected to participate in improving the systems of care at their institution. While there may be reimbursement for these services, there often is not. A growing emphasis on care for a population of patients and standardization of processes has helped reduce inappropriate variations in practice but requires both an initial and ongoing investment of time and energy on the part of physicians.
One can easily understand the temptation to abdicate inpatient care to others.
Solutions
Internal medicine hospitalists are often relied upon to provide care for neurology inpatients, with or without neurologic consultation. These hospitalists have proven to be adept at implementing care pathways, guidelines, and improving outcomes measures for many different conditions. However, despite common misperception, neurology is not an internal medicine subspecialty and few would argue that an internal medicine hospitalist who may have had little or no formal neurology training is an adequate substitute for a neurologist. The lack of consultation may be due to real or perceived reluctance on the part of a neurologist who has difficulty seeing inpatients while supporting an outpatient practice or may feel uncomfortable with that care due to the nature of their practice. 8 Neither neurocritical care physicians nor neurologists who limit their practice to vascular conditions can necessarily fill the void of inpatient neurology practice. Neurocritical care physicians by the nature of their specialty tend to limit their practice to critical care units in relatively large institutions. There is a natural overlap between vascular neurologists and neurohospitalists. Those who practice as pure vascular neurologists, however, are unlikely to want to care for the breadth of inpatient neurology and may have significant outpatient responsibilities. The number of physicians in neurocritical care and vascular neurology is quite limited and therefore unlikely to be able to fill the void of inpatient neurological care.
Telemedicine has aided greatly in leveraging a limited neurological resource. Most prevalent in emergency department care and facilitating administration of thrombolytics, teleneurology services are burgeoning. Less clear, however, are subsequent elements of that patient's care. Is telemedicine a substitute for rounding on the patient in person daily? Are there neurologists in that community who will be able to see the patient after discharge? What of the patient in need of neurological consultation who is already an inpatient and has a nonstroke diagnosis? Is there a contractual agreement to assist in improving systems of care within the institution? While there remain a number of questions, telemedicine has a clear role to play. Technology continues to improve and the telemedicine model of care will evolve. 9 The neurohospitalist is likely to be an important part of the solution. While neurohospitalists commonly have fellowship experience, by necessity their practice focuses on a wide spectrum of acute neurological disease. 10 Whether they work in conjunction with non-neurohospitalists or not, the ideal neurohospitalist will move beyond ''just'' being a neurologist in the hospital. The neurohospitalist will ideally improve the outcomes of all inpatients with neurological disease and help prevent its occurrence of others. Examples of this systems work include prevention of delirium, insuring continuity of care, and establishing stroke protocols. The neurohospitalist can provide an accessible and invaluable resource to internal medicine hospitalists who may have had difficulty trying to manage these patients on their own or faced difficulty in enticing neurologists who were torn between inpatient and outpatient responsibilities. 11 
Problems
Establishing a neurohospitalist program is not a panacea. An administrator can make the mistake of providing additional support to neurologists without establishing clear goals and expectations of the program. Pay for call is not a substitute for a fully realized neurohospitalist program. Neurohospitalists cannot function in isolation. While some may have an outpatient clinic, there need to be neurological care resources in the community, including traditional outpatient practices that will follow up with discharged patients. Communication at admission with referring physicians, during the hospital stay and at discharge with subsequent providers, is critical to quality of care. With the arrival of accountable care organizations on the horizon, these systems of care will be critical for the financial viability of a practice as well.
Next Steps
The value of the neurohospitalist model remains to be proven. While it is a movement borne of necessity and appeals to a subset of neurologists, the impact on patients will be of paramount importance. A poorly implemented program may well result in further fracturing of care in a community. However, a properly executed program with strong community support may well represent the future of inpatient neurological care. The current system is not working well for many, if any. The time to explore and validate alternate models of care is now. A growing number of neurohospitalists are ready to do so.
